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Session 1 – Polypharmacy and Holistic care 



Polypharmacy and Holistic Care: Definitions: 

Polypharmacy definition: 

The concurrent use of multiple medications by one individual. Can be defined as being on 5 or more 

concurrent medications.

Concordance definition:

A recent term whose meaning has changed. It was initially applied to the consultation process in 

which doctor and patient agree therapeutic decisions that incorporate their respective views, but 

now includes patient support in medicine taking as well as prescribing communication



Polypharmacy and Holistic Care: Why might a patient 
struggle with sticking to medication regimes?

Limited understanding – Poor health literacy, Misunderstanding instructions, Language barriers

Beliefs about medication – Fear of side effects, Belief that medication is unnecessary, Preference for 

“natural” treatments, Concerns about dependency

Psychological factors – Depression or anxiety, Denial about illness, Cognitive impairment or dementia

Forgetfulness – Busy lifestyle, Poor routine, Complex daily schedules

Complex regimens – Multiple medications (polypharmacy), Several doses per day, Different dosing 

instructions

Side effects – Nausea, Drowsiness, Sexual dysfunction, Weight gain

Delayed benefits – Some drugs (e.g. antihypertensives or statins) do not provide immediate symptom relief, so 

patients may not perceive benefit.



Polypharmacy and Holistic Care: How can we go about 
solving the issues surrounding medication regimes?

Clear communication – Use simple, non-technical language, Explain why the medication is needed and 

expected benefits, Discuss common side effects honestly

Check understanding – Ask the patient to explain the plan back, Provide written instructions or leaflets

Address beliefs and concerns – Explore patient concerns about medication, Acknowledge fears about 

dependency or adverse effects

Simplifying medication regimens – Prescribe medications that require fewer daily doses when possible, Use 

combination drugs to reduce the number of tablets a patient must take

Managing side effects – Inform patients about possible side effects and how to manage them, Adjust the dose 

or switch medications if side effects are problematic



Polypharmacy and Holistic Care: Green, Blue and 
Social Prescribing and Exercise on Prescription:

Social Prescribing:

Social prescribing connects patients with non-medical community support such as volunteering, arts, gardening, or support groups to 
improve health, wellbeing, and tackle loneliness. It is particularly useful for people with long-term conditions, those needing mental 
health support, or people experiencing isolation, loneliness, or complex social needs

Green and Blue Prescribing: 

Green and Blue Prescribing are a form of Social Prescribing that use nature-based interventions and activities to improve people’s 
health and wellbeing. It involves connecting people with non-clinical sources of support in the community such as gardening, 
conservation, outdoor meditation, wellbeing walks and our cycling through green spaces.

Exercise on Prescription:

Lots of GP surgeries across the country prescribe exercise as a treatment for a range of conditions, including depression. NICE 
recommends group exercise as an option for people with mild to moderate depression. This is usually more than 1 session a week 
with a trained practitioner, for 10 weeks.



Session 2 – Child health surveillance and 
vaccinations



Child health surveillance and vaccinations: 
Important questions to ask a new mother:

Physical symptoms:

Note how the baby was delivered.

Ask whether there are any particular worries about her own health.

Ask whether her perineum/caesarean section scar is healing well. Note whether there is any pain.

Ask whether lochia is normal and/or whether periods have resumed. Lochia has usually ceased by six weeks 

postnatally. Periods do not resume until breastfeeding ceases in the majority.

Discuss whether bowel and bladder are functioning normally. Ask whether there is any incontinence.

Ask whether she is breastfeeding. If so, encourage her to continue, if appropriate.4 Ask about any problems 

such as soreness or engorgement.

https://patient.info/doctor/history-examination/mothers-six-week-postnatal-check#ref-4


Child health surveillance and vaccinations: 
Important questions to ask a new mother:

Psychological problems:

Ask how the birth was. Check with her whether there are any issues that need to be talked through.

Ask how her mood is. Screen for postnatal depression. Use a self-report questionnaire – e.g. the Edinburgh 

Postnatal Depression Score or the Patient Health Questionnaire-9 (PHQ-9). Postpartum depression can be 

treated either pharmacologically or with psychological therapies such as cognitive behavioural therapy (CBT) or 

interpersonal psychotherapy (IPT)

Ask whether there are any worries about the baby.



Child health surveillance and vaccinations: 
Important questions to ask a new mother:

Social problems:

Ask whether she is well supported at home.

Check with her on how she is sleeping. If this is a problem, consider how she might gain support from a partner or 
family. Expressing a night-time bottle might give her a break.

Discuss the risks of co-sleeping or bed-sharing.

Encourage any household smokers to quit. Explain passive smoking increases risk of sudden infant death syndrome . 
Explain too that it increases risk of childhood asthma. Refer to a smoking cessation clinic if required.

Provide the opportunity to talk without her partner present to give an opportunity where relevant to explore issues 
such as domestic violence. (Domestic violence often begins in pregnancy.)





Child health surveillance and vaccinations: Counselling a 
new parent on their options for feeding their baby:

Introduce the Topic Supportively - Acknowledge that feeding decisions can feel overwhelming and emphasise that 
the goal is a healthy baby and a supported parent

Breastfeeding is often recommended because it provides many benefits:

Potential benefits:

Breast milk contains nutrients and antibodies that support the baby’s immune system. It may reduce the risk of 
infections and some illnesses. It can promote bonding between parent and baby. For the parent, breastfeeding may 
help uterine recovery after birth and can reduce the risk of certain cancers.

Challenges some parents experience: 

Pain or difficulty with latching. Concerns about milk supply. Tiredness or feeding frequency. Returning to work or 
limited time. Parents should be informed that lactation consultants, midwives, and health visitors can provide help if 
difficulties arise.



Child health surveillance and vaccinations: Counselling a 
new parent on their options for feeding their baby:

Formula feeding is another safe and widely used option:

Benefits: Allows other caregivers to help with feeding, which may provide more flexibility. Parents can more 

easily monitor how much the baby is drinking. It may suit parents who cannot or prefer not to breastfeed.

Parents should be advised on: Preparing formula safely. Correct sterilisation of bottles. Feeding cues and 

appropriate quantities.



Child health surveillance and vaccinations: Counselling a 
new parent on their options for feeding their baby:

Some parents choose to combine breastfeeding and formula feeding.

Reasons for choosing mixed feeding may include: Flexibility with work or childcare. Supplementing if milk 

supply is low. Allowing partners or family members to participate in feeding.

Parents should be informed that introducing formula early may sometimes affect milk supply, so guidance from 

a healthcare professional may help.



Child health surveillance and vaccinations: Counselling a 
new parent on their options for feeding their baby:

It is also important to acknowledge that social and cultural attitudes toward breastfeeding vary.

In some cultures, breastfeeding is strongly encouraged and widely practiced.

In others, parents may feel uncomfortable breastfeeding in public due to stigma or lack of social support.

Family expectations, cultural traditions, or personal experiences may influence feeding choices.

Healthcare professionals should respect these perspectives and reassure parents that their feeding choice should 
be supported without judgement.



Child health surveillance and 
vaccinations: Plotting a growth chart:
Growth charts are used to plot a child’s weight, height and head circumference against the normal distribution 

for their age and sex. Growth differs between boys and girls, so it is essential to use a sex-specific chart.

On a growth chart:

Age is plotted on the x-axis

Weight, height or head circumference on the y-axis

Each measurement is represented by a dot on the chart

The curves represent centile lines, showing the normal distribution of growth for healthy children



Child health surveillance and 
vaccinations: Plotting a growth chart:
Centiles:

A centile (cent- refers to hundred) indicates how a child’s growth compares to the normal distribution for their 
age and sex:

50th centile: average (50% of children are smaller and 50% are larger)

1st centile: smaller than 99% of peers

91st centile: taller or heavier than 91% of peers

The pattern over time is more important than a single measurement. A child who is consistently tracking the 
9th centile is not a cause for concern, as the 9th centile appears to be normal for them. However, a child 
dropping from the 91st to the 9th centile suggests faltering growth and requires assessment. 



This child is measured at 
the 50th Centile. This 
means her weight is higher 
than 50% of girls her age, 
and lower than the other 
50%.



Her weight has 
dropped to below the 
25th centile. More 
than 75% of girls her 
age are heavier than 
her. If she had 
weighed 6kg at 4.5 
months (below 25th 
centile) her current 
weight would not be 
concerning. Her 
weight falling in 
centiles raises 
questions about why 
she is failing to 
adequately gain 
weight.



Child health surveillance and vaccinations: Newborn and 
childhood health screening programme:

Healthy Child Programme:

In October 2009 the Department of Health issued the 'Healthy Child Programme’. This gives comprehensive 
advice on health and social care throughout a child's life. It differs from the previous schedule of child health 
surveillance in several key ways:

Greater focus on antenatal care

A major emphasis on support for both parents

Early identification of at-risk families

New vaccination programmes

New focus on changed public health priorities



Child health surveillance and vaccinations: Newborn and 
childhood health screening programme:

The 'Healthy Child Programme' aims to:

Help parents develop a strong bond with children

Encourage care that keeps children healthy and safe

Protect children from serious diseases, through screening and immunisation

Reduce childhood obesity by promoting healthy eating and physical activity

Encourage mothers to breastfeed

Identify problems in children's health and development (for example, learning difficulties) and safety (for example, parental neglect), 
so that they can get help with their problems as early as possible

Make sure children are prepared for school

Identify and help children with problems that might affect their chances later in life



Child health surveillance and 
vaccinations: Newborn examination:
The Newborn Infant Physical Examination (NIPE) must be performed within 72 hours of birth by a qualified 
practitioner.

The purpose of the examination of the newborn is:

To screen for congenital abnormalities that will benefit from early intervention

To make referrals for further tests or treatment as appropriate

To provide reassurance to the parents

A second examination is performed at 6-8 weeks of age, usually by GP, to identify abnormalities that develop 
or become apparent later.













Child health surveillance and vaccinations: 
Newborn examination Reflexes:
Palmar grasp reflex – When an object is placed in the infant’s hand and strokes their palm, the fingers will close and they will grasp it 
with a palmar grasp.

Sucking reflex – Causes the child to instinctively suck anything that touches the roof of their mouth, absence of this reflex is most 
apparent during feeding.

Rooting reflex – Present at birth and disappears around four months of age, as it gradually comes under voluntary control.  A newborn 
infant will turn its head toward anything that strokes its cheek or mouth to aid breastfeeding. 

Stepping reflex – When the soles of the infant’s feet touch a flat surface they will appear to walk by placing one foot in front of the 
other.

Moro reflex – Support the infant’s upper back with one hand, then drop back once or twice into your other hand. A normal Moro reflex 
involves the extension of the legs and head whilst the arms jerk upwards with the fingers extended. The arms are then brought together 
and the hands clench into fists, and the infant cries. Asymmetry may be due to hemiparesis, brachial plexus injury or a fractured 
clavicle.



Session 3 – Tuberculosis and Homeless Health



Tuberculosis and Homeless Health: 
Definitions of Homelessness:
Statutory homelessness – Local authorities have a duty to find a home for families or individuals approaching them who fit a ‘priority 
need’ criteria. These households are initially offered temporary housing such as private sector housing, nightly paid accommodation 
or B&Bs. This should be a pre cursor to finding a more permanent solution.

Priority Need – Defined as households including those with dependent children, pregnant women, those threatened with 
homelessness due to an emergency e.g. a flood, and those who are vulnerable.

Rough sleeping – This is the most visible form of homelessness and includes sleeping anywhere outside or in buildings not designed 
for human habitation such as stairwells, stations or cars. 

Hidden homelessness – Many people who become homeless aren’t counted in official figures. They may not ask for, or be entitled to, 
help with housing, and so won’t receive the support they need. Many “sofa surf” with family and friends or sleep out of sight in hostels, 
squats, public transport or other insecure and unsuitable accommodation.



Tuberculosis and Homeless Health: 
Barriers to accessing Healthcare:
The average age of death for people who are homeless is 46 years for men and 42 years for women, compared to 77 years for the 
general population - 74 years for men and 80 years for women. A difference of between 28 and 38 years. Reports show that being 
homeless has a negative impact on someone’s health and not just their living conditions. It is important to add that people who are 
homeless face increased barriers trying to access the different health and care services they need, with the main barriers being:

Not having an address and/or documentation.

Stigma from staff.

Communication difficulties between staff and individuals.

Lack of appropriate support for the individual and knowledge of what services are available.

Who and how to make contact.

Services inflexibility. 



Tuberculosis and Homeless Health: 
Impact on Homelessness on Health:
The average age of death of a homeless person is 47 (lower for women – 43), compared to 77 years amongst the 

general population 

Children who have been in temporary accommodation for more than a year are over three times more likely to 

demonstrate mental health problems such as anxiety and depression than non-homeless children

Living in temporary accommodation puts children at greater risk of infections and accidents

Older people experiencing homelessness are more likely to suffer from depression or dementia



Tuberculosis and Homeless Health: Risk 
Factors and Presentation of TB:
Risk Factors:

Close contact with active tuberculosis (a household member)

Immigrants from areas with high tuberculosis prevalence

People with relatives or close contacts from countries with a high rate of TB 

Immunocompromised (e.g., HIV or immunosuppressant medications)

Malnutrition, homelessness, drug users, smokers and alcoholics

Typical signs and symptoms of tuberculosis include:

Cough, Haemoptysis, Lethargy, Fever or night sweats, Weight loss, Lymphadenopathy, Erythema nodosum (tender, 
red nodules on the shins caused by inflammation of the subcutaneous fat)



Session 4 – Stroke



Stroke: Different types of stroke:

Ischaemic stroke - Ischaemia or infarction of the brain tissue secondary to a disrupted blood supply (ischaemic 

stroke)

Haemorrhagic stroke - Intracranial haemorrhage, with bleeding in or around the brain (haemorrhagic stroke)

Transient Ischaemic Attack (TIA) - Involves temporary neurological dysfunction (lasting less than 24 hours) 

caused by ischaemia but without infarction

Now try and explain these terms to me as if I’m a patient. 



Stroke: Presentation and Investigations:

Presentation:

A sudden onset of neurological symptoms suggests a vascular cause (stroke). Stroke symptoms are typically 
asymmetrical. Common symptoms are:

Limb weakness, Facial weakness, Dysphasia (speech disturbance), Visual field defects, Sensory loss, Ataxia and 
vertigo (posterior circulation infarction)

Investigations: 

Immediate CT (Diffusion-weighted MRI scan if TIA suspected)

Bloods to rule out hypoglycaemia

ECG

Carotid ultrasound



Stroke: Risk factors and scoring tools:
Non-modifiable

Previous stroke or TIA

Atrial fibrillation

Carotid artery stenosis

Hypertension

Diabetes

Family history

Vasculitis

Thrombophilia

Modifiable

Combined contraceptive 

pill

Smoking

Obesity

Raised cholesterol

CHA₂DS₂-VASc Score for Atrial Fibrillation Stroke 
Risk



Stroke: Primary and Secondary Prevention:

Primary Prevention - Primary prevention aims to prevent disease or injury before it ever occurs. Examples of 

this  include: Risk Assessment (QRISK3 and CHADSVASC), Lifestyle Factors, Drug Treatment (Statins, 

Hypertension Screening, Antithrombotic treatment, Aspirin)

Secondary Prevention: Secondary prevention aims to reduce the impact of a disease or injury that has already 

occurred. Examples of this include: Aspirin 300mg OD for patients with suspected TIA, all patients with 

suspected TIA to be referred to specialist assessment within 24 hrs, All patients should be given appropriate 

advice on lifestyle factors.

One example of a campaign for stroke is the FAST campaign. 



COPD



COPD: Risk Factors:
COPD is often referred to as a "smoker’s disease" however although smoking is one of the main risk factors for developing 
COPD, people who never smoke may also develop COPD. Other risk factors may include:

A history of childhood respiratory infections

Smoke exposure from coal or wood burning stove

Exposure to second-hand smoke

People with a history of asthma

People who have underdeveloped lungs  

Those who are age 40 and older as lung function declines as you age

While these causes and risk factors may increase your risk of developing COPD, people living in poverty and people living in rural areas 
are more likely to develop COPD. Beyond smoking status, some reasons for the increased risk of developing COPD may include 
exposures to indoor and outdoor pollutants, occupational exposures and lack of access to healthcare.



COPD: Investigations:
Spirometry will show an obstructive picture with a FEV1:FVC ratio of less than 70%. There is little or no response to 
reversibility testing with beta-2 agonists (salbutamol). Reversible obstruction is more suggestive of asthma.

The severity can be graded using the forced expiratory volume in 1 second (FEV1):
Stage 1 (mild): FEV1 more than 80% of predicted
Stage 2 (moderate): FEV1 50-79% of predicted
Stage 3 (severe): FEV1 30-49% of predicted
Stage 4 (very severe): FEV1 less than 30% of predicted

Other investigations include:

Body mass index at baseline (weight loss occurs in severe disease)
Chest x-ray to exclude other pathology, such as lung cancer
Full blood count for polycythaemia (raised haemoglobin due to chronic hypoxia), anaemia and infection
Sputum culture to assess for chronic infections, such as pseudomonas
ECG and echocardiogram to assess for heart failure and cor-pulmonale
CT thorax for alternative diagnoses such as fibrosis, cancer or bronchiectasis
Serum alpha-1 antitrypsin to look for alpha-1 antitrypsin deficiency
Transfer factor for carbon monoxide (TLCO) tests the diffusion of inhaled gas into the blood (reduced in COPD)



COPD: Management:

Continuing smoking will progressively worsen lung function and prognosis. Smoking cessation services are 
available.

Patients should have the pneumococcal and annual flu vaccine.

Pulmonary rehabilitation involves a multidisciplinary approach to help improve function and quality of life, 
including physical training and education.

 
Initial medical treatment recommended by the NICE guidelines (updated 2019) involves:

Short-acting beta-2 agonists (salbutamol) 
Short-acting muscarinic antagonists (ipratropium bromide)
 



COPD: Management continued…

The second step, when symptoms or exacerbations are still a problem, is determined by whether there 
are asthmatic or steroid-responsive features, measured by:

Previous diagnosis of asthma or atopy
Variation in FEV1 of more than 400mls
Diurnal variability in peak flow of more than 20%
Raised blood eosinophil count
 

Where there are no asthmatic or steroid-responsive features, treatment is a combination of:

Long-acting beta agonist (LABA) 
Long-acting muscarinic antagonist (LAMA)
Anoro Ellipta, Ultibro Breezhaler and DuaKlir Genuair are examples of LABA and LAMA combination 
inhalers. 



COPD: Management continued…

The final inhaler step is a combination of a LABA, LAMA and ICS. Trimbow, Trelegy Ellipta and Trixeo 
Aerosphere are examples of LABA, LAMA and ICS combination inhalers.

In more severe cases, additional options (guided by a specialist) are: 

Nebulisers (salbutamol or ipratropium)
Oral theophylline
Oral mucolytic therapy to break down sputum (e.g., carbocisteine)
Prophylactic antibiotics (e.g., azithromycin) 
Oral corticosteroids (e.g., prednisolone)
Oral phosphodiesterase-4 inhibitors (e.g., roflumilast)
Long-term oxygen therapy at home
Lung volume reduction surgery (removing damaged lung tissue to improve the function of healthier tissue)
Palliative care (opiates and other drugs may be used to help breathlessness)



COPD: Management continued…
First-line medical treatment of an acute exacerbation of COPD involves:

Regular inhalers or nebulisers (salbutamol and ipratropium)
Steroids (prednisolone 30 mg once daily for 5 days)
Antibiotics if there is evidence of infection
 

Respiratory physiotherapy can be used to help clear sputum.

Additional options in severe cases include:

IV aminophylline 
Non-invasive ventilation (NIV)
Intubation and ventilation with admission to intensive care
 

Doxapram may be used as a respiratory stimulant where NIV or intubation is not appropriate.



Diabetes



Diabetes: Risk Factors, Symptoms and 
Complications
Risk Factors: 

Non modifiable risk factors – Older age, Ethnicity (Black African, Caribbean or South Asian), Family history
Modifiable risk factors – Obesity, Sedentary lifestyle, High sugar diet

Presenting features of diabetes include:

Tiredness, Polyuria, Polydipsia, Unintentional weight loss, Opportunistic infections (oral thrush), Slow wound 
healing

Complications:

Diabetic retinopathy, Peripheral neuropathy, Autonomic neuropathy, Chronic kidney disease, Diabetic foot



Diabetes: Annual Diabetic Review:

As part of your annual review, these are the health checks you should be offered:

A blood test where enough blood is taken to be sent to the lab to check your:
HbA1c - your average blood sugar levels for the past three months.
Cholesterol levels - how much fat is in your blood.
Kidney function - how well your kidneys are working.
 
You should be asked to provide a urine sample that is sent to the lab to check:
For signs of kidney disease.

At the appointment you should also have:
A foot check which may be done every one or two years if your last check showed no problems.
Your weight and height measured to work out your Body Mass Index (BMI).
Your blood pressure measured.



Diabetes: Management:

The NICE guidelines (updated 2022) recommendations on managing type 2 diabetes include:

A structured education program
Low-glycaemic-index, high-fibre diet
Exercise
Weight loss (if overweight)
Antidiabetic drugs
Monitoring and managing complications
 

Treatment Targets
The NICE guidelines (updated 2022) recommend the following HbA1c treatment targets:

48 mmol/mol for new type 2 diabetics
53 mmol/mol for patients requiring more than one antidiabetic medication
 

The HbA1c is measured every 3 to 6 months until under control and stable.



Diabetes: Medical Management:

First-line is Metformin. 

Once settled on metformin, add an SGLT-2 inhibitor (Dapagliflozin) if the patient has existing cardiovascular 
disease or heart failure. NICE suggest considering an SGLT-2 inhibitor in patients with a QRISK score above 
10%.

Second-line is to add a sulfonylurea, pioglitazone, DPP-4 inhibitor or SGLT-2 inhibitor.

Third-line options are:

Triple therapy with metformin and two of the second-line drugs
Insulin therapy (initiated by the specialist diabetic nurses)
 

Where triple therapy fails, and the patient’s BMI is above 35 kg/m2, there is the option of switching one of the 
drugs to a GLP-1 mimetic (Liraglutide).



Palpitations



Palpitations: Atrial Fibrillation Presentation 
and Investigations:
Patients are often asymptomatic, and atrial fibrillation is an incidental finding. It may be diagnosed after a stroke. 

Patients may present with: Palpitations, Shortness of breath, Dizziness or syncope (loss of consciousness), Symptoms of 
associated conditions (Stroke, Sepsis or Thyrotoxicosis)

Investigations:

An ECG is required in all patients with an irregularly irregular pulse. The ECG findings in atrial fibrillation are:

Absent P waves
Narrow QRS complex tachycardia
Irregularly irregular ventricular rhythm

An echocardiogram may be required to investigate further in cases of:

Valvular heart disease
Heart failure
Planned cardioversion



Palpitations: CHA2DS2-VAsc and ORBIT scores:

CHA2DS2-VASc is a tool for assessing whether a 
patient with atrial fibrillation should start 
anticoagulation. CHA2DS2-VASc is a mnemonic for the 
factors that score a point:

C – Congestive heart failure
H – Hypertension
A2 – Age above 75 (scores 2)
D – Diabetes
S2 – Stroke or TIA previously (scores 2)
V – Vascular disease
A – Age 65 – 74
S – Sex (female)

NICE guidelines recommend using the ORBIT score for 
assessing the risk of major bleeding in patients with atrial 
fibrillation taking anticoagulation. The “ORBIT” mnemonic 
can be used to remember the 5 factors:

O – Older age (age 75 or above)
R – Renal impairment (GFR less than 60)
B – Bleeding previously (history of GI or intracranial 
bleeding)
I – Iron (low haemoglobin or haematocrit)
T – Taking antiplatelet medication

NICE (2021) recommends, based on the CHA2DS2-VASc score:

0 – no anticoagulation
1 – consider anticoagulation in men (women automatically 
score 1)
2 or more – offer anticoagulation

For most patients with atrial fibrillation, the risk of stroke 
with no anticoagulation will outweigh the risk of bleeding on 
anticoagulation.



Dementia



Dementia: Types of Dementia and their presentation and risk factors: 

Mild cognitive impairment – Involves a deficit in cognition and memory that is greater than expected with age 
but not significant enough for a diagnosis of dementia. People with mild cognitive impairment can usually live 
independently.

Alzheimer’s dementia – The most common type of dementia. The underlying pathophysiology involves brain 
atrophy, amyloid plaques, reduced cholinergic activity and neuroinflammation.

Vascular dementia – The second most common type. It is caused by vascular damage and impaired blood 
supply to the brain. Risk factors are the same as other cardiovascular diseases (hypertension, diabetes and 
smoking).

Dementia with Lewy bodies – A type of dementia associated with features of Parkinsonism. It causes a 
progressive cognitive decline. There are associated symptoms of visual hallucinations, delusions, REM 
sleep disorders and fluctuating consciousness.

Frontotemporal dementia – A rarer type that notably affects people at a younger age (starting aged 40-60). It 
mainly affects the frontal and temporal lobes. The initial presentation typically involves abnormalities in 
behaviour, speech and language. It can be familial (inherited).



Dementia: Investigations:
Initial blood tests, required to exclude a physical cause before referring to the memory clinic, include:

Full blood count
Urea and electrolytes
Liver function tests
Inflammatory markers (e.g., CRP and ESR)
Thyroid profile
Calcium
HbA1c
B12 and folate
 

Additional tests include:

Mid-stream urine (MSU) if infection is suspected
Chest x-ray (if lung cancer is suspected)
 

Specialist investigations will include imaging (MRI brain) to exclude structural pathology.



Dementia: Investigations continued…
Screening tests involve a shorter list of questions that test memory and cognition. They can be used at the initial 
presentation as a simple objective measure of cognitive capacity. Options include:

Six Item Cognitive Impairment Test (6CIT)
10-point Cognitive Screener (10-CS)
Mini-Cog
General Practitioner Assessment of Cognition (GPCOG)
Montreal Cognition Assessment (MoCA)

The Addenbrooke’s Cognitive Examination-III (ACE-III) is a detailed and comprehensive assessment tool for memory 
impairment, typically used by specialist memory services. It can take up to 90 minutes to complete. Five domains are 
tested:

Attention
Memory
Language
Visuospatial function
Verbal fluency

It is scored out of 100 points. Answering perfectly scores 100. A score of 88 or less is typically considered to indicate 
possible dementia. Lower scores indicate more severe impairment.



Dementia: Management:

Dementia is a progressive condition that is not curable. The mainstay of management involves supporting 
patients and carers in coping with the symptoms.

Planning ahead during the early stages involves:

Lasting power of attorney (nominating a person to make decisions on their behalf when they are no longer 
able)
Advanced decisions (around treatments they would want or not want)
Planning future care, including places and end-of-life care
 

Alzheimer’s disease has drug options to help improve symptoms:

Acetylcholinesterase inhibitors (Donepezil, Rivastigmine or Galantamine)
Memantine, which works by blocking N-methyl-D-aspartic acid (NMDA) receptors



Dementia: BPSD:
Behavioural and psychological symptoms of dementia (BPSD) include:

Depression, Anxiety, Agitation, Aggression, Disinhibition (sexually inappropriate behaviour), Hallucinations, Delusions, 
Sleep disturbance
 

BPSD can be challenging to manage. Initial steps include:

Treating underlying causes (pain, constipation or urinary retention)
Environmental factors (providing a calming setting and removing triggers)
Appropriately trained carers
Appropriate supervision (one-to-one observation may be required)
Music therapy
 

Medication options for managing BPSD are only used where necessary and cause significant side effects. Options include:

SSRI antidepressants for depressive symptoms
Antipsychotic drugs (typically risperidone first-line)
Benzodiazepines (only for crisis management)



Eating Disorders



Eating Disorders: Epidemiology and Risk Factors:

Epidemiology: 

The lifetime prevalence in women is reported to be between 2-4%
Incidence rates vary from 4.2-12.6 per 100,000 person-years for females to 1 per 100,000 person-years for 
males
Overall incidence rates are around 6.0 per 100 000 population with highest incidence in people aged 15-19 
years

Risk Factors:

Female gender
Age
Living in a Western society
Premorbid experiences such as: Sexual abuse, Dieting behaviour, occupational or recreational pressure, 
onset of puberty
Personal characteristics: Low self-esteem, obsessional traits, premorbid obesity, anxiety 



Eating Disorders: Physical and Mental 
Symptoms of Anorexia Nervosa
Physical Symptoms:

Weight loss (e.g., 15% below expected or BMI less than 17.5)
Amenorrhoea (absent periods)
Lanugo hair (fine, soft hair across most of the body)
Hypotension (low blood pressure)
Hypothermia (low body temperature)
Mood changes, including anxiety and depression

Mental Symptoms:

Weighing themselves regularly
Avoiding mirrors or scales
Distorted image of themselves
May see themselves as bigger than they actually are
May also develop a deep fear of gaining weight



Eating Disorders: Investigations:

An ESR and TFTs are useful screens for other causes of weight loss.

Other tests will depend on the individual presentation.

U&Es should be checked in all those with behaviours such as vomiting, taking laxatives or diuretics or water 
loading.

In patients with eating disorders and BMI below 15, a history of purging or high-risk markers, frequent 
testing for FBC, ESR, U&Es, creatinine, glucose, LFTs and TFTs is required

Consider a dual-energy X-ray absorptiometry (DEXA) scan after a year of being underweight in those below 
18 years of age (earlier if fractures or bone pain) and after two years in adults. Consider ongoing monitoring 
with DEXA scans if they remain underweight, but no more often than every year.

An ECG may show bradycardia or a prolonged QT interval in those with more severe anorexia.



Lower Urinary Tract Symptoms (LUTS)



LUTS: Symptoms:

Filling symptoms: urinary frequency, urgency, dysuria, nocturia.

Voiding symptoms (previously 'obstructive'): poor stream, hesitancy, terminal dribbling, incomplete voiding, 
overflow incontinence (occurs in chronic retention).

Also enquire about: haematuria, fever, loin and pelvic pain, past history of renal calculi, past history of 
urinary tract infections (UTIs), sexual/erectile difficulties, constipation, medications and bone pain.

Signs: palpable bladder, rectal examination (prostate: size, tenderness, nodules), check for loin pain and/or 
renal masses, perineal sensation.

LUTS include frequency, urgency, hesitancy, dysuria, haematuria, reduced flow, dribbling, nocturia, 
incontinence and pelvic pain.

Some patients develop acute retention.

Others develop chronic retention with overflow incontinence and, on rare occasions, acute kidney injury.



LUTS: Assessment:

General medical history to identify possible causes and comorbidities, including a review of all current 
medication (including herbal and over-the-counter medication).

Examination of the abdomen, including external genitalia and a digital rectal examination.

Examination should include blood pressure, signs of uraemia, enlargement of the bladder, kidneys and the 
prostate gland and palpable nodes.

Urine dipstick test to detect blood, glucose, protein, leukocytes and nitrites.

Men with bothersome lower urinary tract symptoms should complete a urinary frequency volume chart and a 
validated symptom chart – e.g. the International Prostate Symptom Score (I-PSS).

Renal function tests (serum creatinine test, estimated glomerular filtration rate) should only be performed 
if renal impairment is suspected.

Prostate-specific antigen (PSA) for prostate cancer, depending on the patient preference



LUTS: Benign Prostatic Hyperplasia 
Management:

Patients with mild and manageable symptoms may not require interventions.

The medical options are:

Alpha-blockers (Tamsulosin) relax smooth muscle, with rapid improvement in symptoms
5-alpha reductase inhibitors (Finasteride) gradually reduce the size of the prostate

The surgical options are:

Transurethral resection of the prostate (TURP)
Transurethral electrovaporisation of the prostate (TEVAP/TUVP)
Holmium laser enucleation of the prostate (HoLEP)
Open prostatectomy via an abdominal or perineal incision



Liver disease, Hepatitis and Sexual health



Liver disease, Hepatitis and Sexual Health: Liver 
functions and Liver damage:

Functions of the Liver:
Bile Production
Nutrient processing (glucose to glycogen)
Nutrient storage (Glycogen, copper, iron, Vitamin B12 and Vitamins A,D,E,K)
Protein synthesis (blood clotting proteins)

Liver failure symptoms:

Feeling sick (nausea)
Loss of appetite
Feeling tired
Diarrhoea

More advanced chronic liver disease or acute liver failure may cause serious symptoms. These may include:

Your skin and the whites of your eyes may become yellow (jaundice)
Your tummy (abdomen) may become swollen because of a build-up of fluid (ascites). Your liver and spleen may also be enlarged
Bleeding easily and bruising without any injury
Your body may become very dry (dehydrated)
The palms of your hands may become red (called liver palms)
You may develop a slow abnormal movement of your wrist (called a liver flap)



Liver disease, Hepatitis and Sexual 
Health: Risk factors for hepatitis:

The most common cause of hepatitis is being infected with a hepatitis virus. How you get the virus depends on 
the type, but you can get an infection by:

Eating food or drinking water that has come into contact with the poo of an infected person or animal

Eating raw or undercooked meat (usually pork) or shellfish

Infected blood or body fluids mixing with your blood

Getting infected from blood or body fluids can happen during birth, unprotected vaginal, anal or oral sex, or 
a blood transfusion.

It can also happen if you share things like needles, razor blades or toothbrushes, or from equipment that's 
not been cleaned properly – for example, when getting a tattoo or piercing.



Liver disease, Hepatitis and Sexual 
Health: Hepatitis C:
Hepatitis C is passed from infected mothers to their babies about 5–15% of the time. Hepatitis C antivirals are not recommended in 
pregnancy and there are no additional measures that are known to reduce the risk of transmission.

Babies and children tend not to have any symptoms or pathology associated with hepatitis C infection. It is very unlikely that children will 
pass on hepatitis C to others as they do not engage in sexual activity or IV drug use. Parents should be educated about hepatitis C and the 
modes of transmission.

Babies to hepatitis C positive mothers are tested at 18 months of age using the hepatitis C antibody test. Breastfeeding has not been found to 
spread hepatitis C, so mothers are free to breastfeed their babies. If nipples become cracked or bleed breastfeeding should temporarily stop 
whilst they heal.

Children often clear the virus spontaneously. Chronic infection with hepatitis C does not usually cause issues in childhood. Infected children 
will require regular specialist follow up to monitor their liver function and hepatitis C viral load.

Medical treatment may be considered in children over 3 years. Treatment in childhood involves pegylated interferon and ribavirin, which are 
less effective and well tolerated compared with the adult treatments.

Treatment is typically delayed until adulthood unless the child is significantly affected, because children are usually asymptomatic and 
newly available treatment for adults is highly effective.



Practice Questions



An 82-year-old woman is brought to the GP by her daughter, who is concerned about progressive memory 
problems over the past 18 months. The patient frequently forgets recent conversations, misplaces household 
items, and has become increasingly withdrawn. She was previously independent but now requires help with 
managing finances and cooking. There is no history of head injury or alcohol misuse. On examination, she is 
alert but disoriented to time and struggles to recall three objects after a few minutes. Her neurological 
examination is otherwise normal. Blood tests, including B12 and thyroid function, are within normal limits.

What is the most likely diagnosis?

a. Mild Cognitive Decline
b. Alzheimer’s Dementia
c. Vascular Dementia
d. Lewy Bodies Dementia
e. Frontotemporal Dementia

Give 2 medications that can be used to manage the progression of Alzheimer’s Disease#

Donepezil, Rivastigmine, Galantamine or Memantine



A 68-year-old man is brought to the emergency department after suddenly developing weakness in his right arm 
and leg while watching television 1 hour ago. His wife reports that his speech became slurred and he was unable 
to find the right words. He has a history of hypertension and atrial fibrillation, for which he takes no regular 
medication.

On examination, he is alert but has expressive aphasia. Power is 2/5 in the right upper and lower limbs, with 
increased tone and an upgoing plantar reflex on the right. His blood pressure is 180/100 mmHg and capillary 
blood glucose is normal.

Give 3 parts of the CHADSVASC score.

Age, Sex, CHF history, Hypertension History, Stroke/ TIA/Thromboembolism history, Vascular disease history, 
Diabetes history.

What is the definition of secondary prevention?

Secondary prevention aims to reduce the impact of a disease or injury that has already occurred. 



A 19-year-old woman is brought to her GP by her mother due to significant weight loss over the past 6 months. 
She reports restricting her food intake and exercising excessively. She feels “overweight” despite weighing 42 kg 
with a BMI of 16 kg/m². She has not had a menstrual period for 5 months.

On examination, she appears thin with a pulse of 48 bpm and blood pressure of 90/60 mmHg. Fine downy hair 
is noted on her arms. Blood tests show mild hypokalaemia.

What symptoms can you note from this presentation?

Low BMI, Amenorrhoea, Lanugo hair, Bradycardia, Hypotension. Also note the mental symptom of feeling of 
being ‘overweight’

Give 3 examples of investigations you could carry out in this case.

Bloods (FBC, U/E, TFT, Glucose, Creatinine)
ECG
DEXA scan



Thank you for listening ☺ 
All the best for your 
exams!!!!

Any questions?



Feedback Form to fill out ☺
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